ABSTRACT: Objective: Children with attention deficit hyperactivity disorder (ADHD) often exhibit psychiatric comorbidities, which may impact illness presentation, diagnosis, and treatment outcomes. Guidelines exist for dealing with these complex cases but little is known about how comorbidities are being handled in community pediatric settings. The purpose of this study was to evaluate how mental health comorbidities affect community physicians' ADHD care practices and patients' symptom trajectories. Method: Medical charts of 319 children presenting at primary care clinics for ADHD-related concerns were reviewed. Physician assessment and treatment behaviors were extracted and parents rated ADHD symptoms at the time of diagnosis and at 3, 6, and 12 months. Baseline ratings were used to group children, as no comorbid mental health condition, internalizing, or externalizing comorbid condition. Multilevel analyses compared community physician care behaviors and ADHD symptom trajectories across groups. Results: Approximately, 50 percent of the sample met screening criteria for a comorbid mental health condition. For children diagnosed with ADHD and treated with medication, community physician care largely did not differ across groups, but children with internalizing comorbidities made significantly smaller improvements in inattentive and hyperactive/impulsive symptoms compared with children with no comorbidities. Conclusion: Children with ADHD and mental health comorbidities, particularly internalizing disorders, exhibit less robust response to ADHD medication and may require additional testing before starting medication and/or alternative treatment approaches. Potential barriers to conducting comprehensive assessments and to providing multi-modal treatment are discussed. (J Dev Behav Pediatr 38:20-28, 2017)
Mental health comorbidity can influence the presentation, diagnosis, and long-term outcomes of children with ADHD. For example, in comparison with children with ADHD alone, children with ADHD and comorbidities experience greater social and educational impairments and use more mental health services. 3 Psychiatric comorbidities are common in ADHD populations and the harm they cause highlights the importance of correct diagnosis and appropriate treatment.
Primary care providers often find themselves responsible for diagnosing and treating mental health issues. 4, 5 As a result, best practice recommendations have been developed and disseminated to guide pediatric practice. The American Academy of Pediatrics (AAP) ADHD guidelines highlight that the majority of children who present to community practices with ADHD will also have a comorbid condition. 6 The guidelines specify that "the primary care clinician should include assessment for other conditions that might coexist with ADHD" and note that in some cases these coexisting conditions will "alter the treatment of ADHD." 6 However, the guidelines do not describe how to accurately assess or modify treatment for children with ADHD when mental health comorbidities are present. Furthermore, the guidelines acknowledge that assessing for comorbidities may require more time and effort than is afforded in typical community practice. Accordingly, when physicians cannot assess for comorbid conditions, they should refer children to specialists for further evaluation. 6 
PEDIATRIC CARE PRACTICES FOR YOUTH WITH COMORBIDITIES
Despite the importance of assessing and treating mental health conditions comorbid with ADHD, there is minimal research on how community pediatricians are actually caring for these children. There is evidence that primary care providers are more confident in assessing and treating ADHD than internalizing conditions. For example, Williams et al. (2004) found that although a majority of community-based pediatricians frequently diagnosed ADHD, less than half regularly diagnosed anxiety or depression. Additionally, pediatricians perceive themselves to be more responsible for the management of some mental health conditions than other disorders. For example, in the AAP Periodic Survey, less than one-third of pediatricians felt responsible for treating depression and anxiety in their practice, but a majority indicated that they should treat ADHD. 7 There is some evidence that community physicians fail to identify the presence of moderate mental health symptoms nearly 45% of the time, and perhaps these attitudes contribute to this problem. 8 With respect to treatment, almost nothing is known about how children with ADHD and mental health comorbid conditions respond to medication in the community context. Evidence from clinical trials suggests that youth with ADHD and externalizing comorbid conditions respond well to stimulant medications, whereas youth with ADHD and comorbid internalizing conditions may respond poorly. 9 However, medication titration practices in controlled trials and in the community vary significantly, 10, 11 and results from clinical trials may not generalize to community samples. Understanding how community-based physicians are caring for youth with mental health comorbidities and whether children are responding to treatment is important for several reasons. These include (1) informing continuing medical education programs for community physicians, 12 (2) informing interventions focused on teaching physicians to use evidence-based ADHD practices, 13 and (3) for further refining guidelines for pediatricians, particularly as related to the feasibility of the recommendations. Accordingly, the current study evaluates how mental health comorbidities affect community-based physician ADHD care and ADHD symptom response trajectories during the first year of treatment. This study builds on prior work by evaluating physician care behaviors through systematic chart review rather than through selfreport and by evaluating the impact of comorbidities on medication response in a naturalistic setting. Given prior evidence suggesting higher rates of services utilization for children/families with comorbidities, it was predicted that children with comorbid mental health conditions would be significantly more likely to receive some type of psychosocial treatment (e.g., therapy). Furthermore, consistent with evidence from clinical trials 9 it was hypothesized that the ADHD-alone and ADHD with externalizing comorbidities group would not differ in the magnitude of symptom response but that youth with comorbid internalizing symptoms would exhibit a less robust response to medication.
METHODS

Participants and Setting
Pediatric primary care practices from Northern and Central Ohio were recruited from August 2010 to December 2012 to participate in a study to improve the quality of community ADHD care. A recruitment packet was sent to 128 practices that had at least 2 pediatricians and no access to an on-site mental health professional. The first 50 practices to respond and provide written informed consent for individual physicians participated. Practices were then randomly assigned to a waitlist condition or to receive a quality improvement intervention. Only participants from the waitlist control condition are included in the present study as we were interested in how children with ADHD and comorbidities are naturally managed in the community.
Across these control practices, mean provider age was 44.5 (SD 5 10.9) years, 75% of providers were white, and 63% were female. The average time since training completion was 13.5 years (SD 5 10.3). Approximately, 30% of practices were located in an urban setting, 59% in a suburban setting, and 11% in a rural area. The population served varied across practices, with an average of 42% of Medicaid patients in these practices' panels. Forty-two percent of patients seeking services at these practices were non-white. Across control practices, approximately 3.6 (SD 5 3.4) families per provider were enrolled.
A sample of 319 children who had not been previously diagnosed with ADHD and were medication naïve was recruited from the waitlist control practices. Practices identified children in Grades 1 to 5 who presented with ADHD-related behavioral concerns. Families were approached and asked about their interest in participating in the study; the research staff called parent or legal guardian (hereafter, parent) of eligible and willing families to obtain verbal consent. The parent's responses for their child's baseline Vanderbilt ADHD Diagnostic Parent Rating Scale (VADPRS) 14 were obtained at that time. The Cincinnati Children's Medical Center and Nationwide Children's Hospital Institutional Review Boards approved this study. All participants were compensated for completing research measures.
Design
Rating scales completed by parents are used to assess response to treatment by mental health comorbidity. Because the actual dates of ratings varied considerably among participants, a time variable indicating the number of days from their initial visit was used to account for multiple time points in all multi-level models.
Measures
Chart Reviews Study staff reviewed charts to assess pediatricians' ADHD care practices and their medication prescriptions for each patient.
The physician behaviors extracted are listed in Table 1 and include number of office and total contacts, medication dosages and changes to medication, number of parent and teacher ratings collected for treatment purposes, and referral to mental health services across the year of follow-up. Although physicians were aware that Vanderbilt ratings would be collected for research purposes as part of the study, they did not have access to these ratings. Research staff independently collected Vanderbilt ratings over the phone or through mail for study purposes. The medication dose for children prescribed stimulant medication was calculated in methylphenidate dosage equivalent units by converting daily dosages of all nonmethylphenidate stimulant medications using the following conversions [mixed salt amphetamines dose or Focalin (Novartis Pharmaceuticals Corporation, East Hanover, NJ) dose 3 2; Vyvanse (Shire US Inc, Lexington, MA) 3 0.8]. 15 The highest dose from this calculation was recorded for each child for any ADHD prescriptions they were given over the course of their first year of treatment.
Vanderbilt Attention Deficit Hyperactivity Disorder Diagnostic Parent Rating Scale
Primary caregivers reported on their children's symptoms by filling out the VADPRS at baseline, 3 months, 6 months, and 12 months. The VADPRS has good internal consistency, factor structure, and concurrent validity for ADHD assessment.
14 Parents rate the frequency of child behaviors on a 4-point scale (0 5 never, 1 5 occasionally, 2 5 often, 3 5 very often). Items that are rated as a 2 or 3 are included in the total symptom count. Patients were classified as having remitted if fewer than 6 items were rated as a 2 or 3 on the VADPRS in both the inattentive and hyperactive/impulsive domains at follow-up.
The full VADRPS, including ADHD and psychiatric comorbidity items, was collected at baseline and thereafter, the short VADRPS containing only the 18 DSM ADHD items was collected. For this study, the 9 ADHD inattention items were summed and the 9 ADHD hyperactive/impulsive items were summed at each time point to measure response to ADHD medication. The baseline VADPRS contains comorbidity items designed to screen for the presence of oppositional defiant disorder (ODD; 8 items), conduct disorder (CD; 14 items), and anxiety/depression (7 items). The comorbidity screening scales have adequate reliability, factor structure, and preliminary evidence of concurrent validity. 16 Cutoff scores on the VADPRS have also been evaluated as compared with diagnostic interview data and found to be fairly accurate and reliable. 16 These scales have also been found to be clinically useful in identifying the presence of these comorbidities in PCP settings. 16 American Academy of Pediatrics scoring thresholds for the VADPRS were used to place participants into 3 groups reflecting baseline comorbidities: (1) nocomorbidity; (2) externalizing comorbidity (.4 ODD symptoms endorsed or .3 CD symptoms endorsed); and (3) internalizing comorbidity (.3 ANX/DEP symptoms endorsed). If children met thresholds for both internalizing and externalizing comorbid conditions (n 5 19), they were placed in the category with the greater proportion of symptoms endorsed. Twelve of these children were placed in the internalizing comorbidity group and 7 in the externalizing comorbidity group.
Services for Children and Adolescents, Parent Interview
The Services for Children and Adolescents, Parent Interview (SCAPI) assesses children's and adolescents' mental health service and medication use. 17 The interview was obtained at baseline and 1 year to assess change in utilization. The SCAPI captured participants' use of non-ADHD medications (e.g., for anxiety and depression) since only ADHD medication use was captured through the chart reviews and participants' receipt of therapy. The SCAPI has excellent reliability and validity. 18 
Analyses
For all analyses, participants (Level 1) were nested within providers (Level 2), providers within practice (Level 3); 3 level analyses were performed using Mplus (Version 7.4). 19 Missing data were handled through the default 3-level parameter estimation algorithm (MLR) in Mplus.
The first set of analyses focused on children identified with ADHD and treated with medication. Specifically, we evaluated whether the 3 mental health comorbidity groups (ADHD and no-comorbidity, ADHD and internalizing comorbidity, and ADHD and externalizing comorbidity) differed on potential covariates, including race and sex. We also evaluated whether there were group differences in the proportion of youth coming from high (.50%) Medicaid practices as a proxy for Socioeconomic Status (SES) and/or on ADHD presentation. ADHD presentation was determined using strict cutoffs on the parent Vanderbilt ADHD Rating Scale; .6 endorsed at a 2 "often" or a 3 "very often" in a domain. In terms of physician care, we examined group differences in medication changes, dose of medication, referrals for therapy, and contacts with the physician. Using the SCAPI, we also tested for group differences on non-ADHD medication use and receipt of mental health therapy. Finally, we tested for potential group differences in proportion of days of medication coverage during the 12-month follow-up period.
A second set of analyses focused on determining if participants' ADHD symptom response trajectories in response to medication differed as a function of a comorbid mental health status. For those children diagnosed with ADHD and prescribed medication, we compared the trajectories of inattention symptoms and hyperactive/ impulsive symptoms from baseline to the 12-month follow-up across the 3 groups. The first step was testing trend components for significance to obtain a properly specified Level 1 model. Next, we tested effects at Level 2 and Level 3 after demonstrating that the Level 1 model was properly specified; analyzing the effects of comorbidity type on the total VADPRS score for hyperactivity and inattentive symptoms. Four-level (repeated longitudinal assessments nested within patients, patients nested within providers, care providers nested within practices) mixed models were conducted to assess differences in patient hyperactive symptomology. When inattention was the primary outcome of interest, however, the response variable variance at the provider level was near zero; therefore, a 3-level nested model was used to assess differences in inattention symptoms across comorbidity group. Comorbidity group 3 time interactions were assessed to indicate differences in symptom trajectory over time. Cohen's d effect sizes were calculated to compare the magnitude of the change in inattention and hyperactive/impulsive symptoms from baseline to the final follow-up time point for the 3 groups. Finally, we tested whether the proportion of children who remitted from an ADHD diagnosis by the 12-month follow-up time-point differed across the comorbidity groups. Remittance was defined as the percentage of the sample whose parents/guardians endorsed fewer than 6 symptoms in both the inattention and hyperactivity/impulsivity domains on the VADPRS at the 12-month follow-up.
RESULTS
A total of 319 charts were extracted for this study; 3 charts were not reviewed. Of the included 316 participants, 106 children did not have an ADHD diagnosis noted in the chart, 2 children had a diagnosis recorded but were not prescribed medication, and 208 children were diagnosed by the pediatrician with ADHD and prescribed ADHD medication. Two of the medicated children had missing data on psychiatric comorbidity variables at baseline and were excluded from analyses, resulting in an N of 206 for children who were diagnosed with ADHD and prescribed ADHD medication. Mean child age was 7.8 years (SD 5 1.4) . The majority were males (n 5 226; 72%) and the sample was diverse (n 5 182; 58% white). This sample was cared for by 89 pediatricians from 23 different practices.
Children who were diagnosed with ADHD and placed on medication did not differ significantly from those who did not receive the diagnosis on prevalence rates of other mental health conditions (i.e., no internalizing/ externalizing disorders, internalizing only, externalizing only; x 2 5 0.71, p 5 .71). As expected, the group not diagnosed with ADHD endorsed significantly fewer ADHD inattention and hyperactive/impulsive symptoms as compared with the ADHD group (t 5 22.42, p 5 .01 and t 5 22.12, p 5 .03 respectively). Physicians were more likely to refer children not diagnosed with ADHD for additional assessment (n 5 34, 31.5%) and mental health treatment (n 5 41, 38.0%) compared with diagnosed children (x 2 5 8.13, p 5 .004 and x 2 5 12.32, p , .001 respectively). Subsequent analyses focused on the 206 children with ADHD documented in the chart and who were prescribed ADHD medication.
Mental Health Comorbidity Prevalence
Mental health comorbidity prevalence rates are displayed in Table 1 . One hundred three children (49.5%) who were diagnosed with ADHD and placed on medication did not meet criteria for a comorbidity based on their parent's ratings. In contrast, 44 children (21.1%) had an internalizing comorbidity and 59 children (28.4%) met criteria for an externalizing comorbidity according to parent VADPRS ratings. Group differences on race and sex were not significant and the percentage of participants referred from high Medicaid practices did not differ significantly (x 2 5 4.67, p 5 .10). Consistent with the groupings, children in the externalizing comorbid group were most likely to meet criteria for ADHD Combined Presentation (68%), with at least 6 symptoms of inattention and 6 symptoms of hyperactivity/impulsivity endorsed on the VADPRS, 14 in comparison with children in the internalizing (48%; x 2 5 3.72, p 5 .05) and no-comorbidity (36%; x 2 5 26.75, p , .001) groups. Thirty-seven percent of children in the no-comorbidity group met for ADHD Predominately Inattentive Presentation compared with 28% in the internalizing group and 19% of the externalizing group. There were no significant differences in the distribution of Inattentive or Hyperactive/Impulsive Presentations across the 3 groups (all p's . .05).
Differences in Pediatric Care
For children diagnosed with ADHD, the internalizing, externalizing, and no-comorbidity groups did not differ significantly with regards to demographic characteristics or pediatrician practices with one exception (referral to therapy; Table 1 for breakdown by comorbid status group). Children had an average of 4.67 (SD 5 1.90) office visits and 6.65 (SD 5 2.70) total contacts in the year of care after their diagnosis. In that same period, physicians collected an average of .52 (SD 5 1.28) parent ratings and .29 (SD 5 .80) teacher ratings with each of their patients.
Overall, physicians referred 38 children (18.3%) diagnosed with ADHD for additional assessment. Additionally, 19.7% (n 5 41) of the children with ADHD were referred to specialists for therapy. The 3 mental health comorbidity groups differed significantly, with participants in the internalizing and externalizing groups being significantly more likely to be referred to therapy than the no comorbidity group (Table 1) . However, according to the parent-report on the SCAPI, only 18 children (8.7%) actually received mental health therapy during the year after initiating treatment and between group differences were not significant.
Differences in Treatment Response
Attention Deficit Hyperactivity Disorder Inattention Symptoms
Analyses including all patients diagnosed with ADHD and prescribed medication (practice-level proportion of response variable variance: .04; patient-level proportion of response variable variance: .21; Fig. 1 Attention Deficit Hyperactivity Disorder Hyperactive/Impulsive Symptoms Similar to the analyses with inattention, there was a significant internalizing 3 time effect (b 5 .008, p 5 .006) but no effect for time 3 externalizing (b 5 -.00, p 5 .61; provider-level proportion of response variable variance: .07; practice-level proportion of response variable variance: .02; patient-level proportion of response variable variance: .29; Fig. 2 ). There was an overall decrease in symptoms of hyperactivity/impulsivity over time (b 5 -.03, p , .0001). The no-comorbidity group also made significantly greater improvements in comparison with the internalizing group over time (internalizing 3 time b 5 .008). There were no differences in hyperactive/impulsive symptom changes over time between the externalizing and no-comorbidity groups (time 3 externalizing b 5 -.00, p 5 .61). However, the externalizing comorbidity group had significantly greater hyperactive/impulsive symptoms at all time points in comparison with the no-comorbidity group (b 5 3.97, p , .0001). Cohen's d effect sizes evaluating baseline to 1 year follow-up change in hyperactivity/impulsivity revealed that the externalizing comorbidity group made the largest gains (d 5 .73) followed by the nocomorbidity (d 5 .55) and internalizing groups (d 5 .19).
Finally, although 70.8% of children in the no mental health comorbidity group fell below the ADHD diagnostic threshold at follow-up, only 48.1% of the internalizing and 46.5% of the externalizing group had remitted by 1 year (x 2 5 9.54, p 5 .008).
DISCUSSION
This study evaluated the presence of comorbid mental health conditions in children referred to community pediatric practices for ADHD-related behavioral concerns. Consistent with previous literature, 3, 20 about half of children receiving care for ADHD met AAP screening criteria for a mental health comorbidity according to the VADPRS. Children who did not receive an ADHD diagnosis had similar comorbidity profiles to those who were diagnosed with ADHD and prescribed medication. Interestingly, physicians referred children they did not diagnose with ADHD for additional assessment and treatment at higher rates than diagnosed children. This suggests that some pediatricians recognized that conditions other than ADHD may be responsible for the patients' behavioral concerns.
Among children diagnosed with ADHD and prescribed medication, physician assessment and treatment behaviors differed little across mental health comorbidity groups (Table 1 ). There were no group differences in medication titration practices, including time to first medication change, highest dose assigned, and number of dose changes. One notable exception was that physicians referred youth with ADHD and a comorbid mental health condition for therapy more often than they referred youth with ADHD and no comorbidities. Furthermore, although not statistically significant, the time to first medication change was shorter by about 1 month for children with ADHD and a comorbid mental health condition. This suggests that physicians may have noticed that symptoms improvement was not as robust as expected and titrated accordingly.
There is some evidence from prior research that children with elevated internalizing symptoms, such as anxiety or depression, benefit from receiving nonstimulant-based ADHD medications such as atomoxetine. 21 However, in this sample, stimulants were by far the frontline medication choice (97.2%) and other medications were rarely used. This is not surprising given that this was a newly diagnosed sample and children were only followed for 1 year. Leading with stimulants and evaluating response before trying other types of medications is consistent with the AAP guidelines for children newly diagnosed with ADHD. Given that physician care differed little for children with and without mental health comorbidities, it is important to understand whether children with these comorbid
The mental health comorbidity groups differed substantially in response to ADHD medication. Children with internalizing conditions had a weaker treatment response for their inattention and hyperactive/impulsive symptoms in comparison with children with no comorbidities. Additionally, children with internalizing or externalizing comorbidities had much lower remission rates. Overall, although it seems that ADHD medication was not contraindicated or detrimental given the presence of a moderate response for inattention symptoms, it is clear that the response for children with ADHD and internalizing comorbidities was not sufficient and that other treatment approaches were needed.
These results differ from prior findings suggesting that comorbid anxiety diagnoses do not negatively impact outcomes associated with ADHD medication treatment. 22, 23 These differences may be explained by the fact that the MTA medication management protocol was complex, and involved regular collection of rating scales, frequent visits with physicians for medication titration, and the use of "best dose" algorithms. 24 This level of care is rarely achieved in community settings, 25, 26 and these care differences may have significant implications for outcomes. 27 For example, in the medication only group in the MTA, the average highest stimulant dose was 32.8 mg/d, 11 as compared with the average highest dose in our sample of 23 mg/d. To the best of our knowledge, the present study is the first to evaluate the impact of internalizing comorbid conditions on treatment response under typical community ADHD treatment conditions.
Clinical Implications
American Academy of Pediatrics ADHD guidelines recommend that in the presence of other mood and anxiety conditions, physicians should refer children to specialists for additional assessment and/or treatment of comorbidities. 6 In this sample, less than a third of children diagnosed with ADHD who screened positive for a comorbid mental health condition were referred for additional assessment or treatment. This suggests that although physicians in this community sample were screening and accurately recognizing the presence of psychiatric comorbidities, in some cases, there is room for improvement. Accurate assessment is important because without additional evaluation, difficulties with attention and concentration may be mistakenly attributed to ADHD rather than to the presence of anxiety or depression.
Although some children in the sample were referred to therapy (e.g., around 30% of internalizing group), there are numerous barriers to receiving multi-modal care in many communities that physicians cannot control. 28 Indeed, data collected from the service utilization interviews in this sample suggests that only a small proportion of those referred actually received therapy. As such, most children with ADHD and an internalizing comorbidity in the sample were not receiving evidencebased care. This indicates that better screening and assessment by community pediatricians is not enough. Improvements in care for children with ADHD and comorbid mental health conditions must include increased access to therapy and increased family support to fulfill referrals to therapy.
Limitations
This study's primary limitation is the reliance on chart reviews and parent-completed standardized rating scales. Lacking diagnostic interviews, it is unknown how many of the children who screened positive for a comorbid mental health condition with the VADPRS would actually meet full diagnostic criteria. Furthermore, comorbid internalizing status was based on parent ratings when children are thought to be the best reporters of their own internalizing symptoms. 29, 30 Additionally, when extracting information from medical charts, minimal patient level data were obtained other than race and sex. Accordingly, differences in symptom trajectories may be explained by patient level factors not measured in this study, such as parental education level, mental health, and stress, or child intelligence or achievement scores or learning disability status. This is important because learning, physical or developmental disabilities may influence ADHD diagnosis and treatment. 31, 32 Furthermore, although mental health comorbidity rates were not different across high and low Medicaid-serving practices, data about insurance type or SES were not available at the patient level to be considered as a covariate. This is important to note, as past studies have documented that SES can influence ADHD treatment outcomes. 33 Another limitation is that only parent ratings were evaluated in this study. Best practice guidelines note the importance of collecting teacher ratings in addition to parent ratings as medication effects may be more robust in school settings. 6 Thus, future research would benefit from the inclusion of teacher perspectives in evaluating response to treatment based on comorbid condition status. Furthermore, although the pediatric practices in this study were diverse in terms of the urban, rural, and suburban locations and the socioeconomic backgrounds of patients, they were all recruited from the same geographic region in the Midwest. Physician care behaviors are known to vary across geographic locations in the United States. 34 It is important to note that the period of data collection corresponded with the release of the 2011 AAP ADHD guidelines which could have influenced care. However, ADHD care behaviors, outlined as best practice in the guidelines, remained low throughout the study period in the control group, with an average of .54 parent rating scales and .26 teacher rating scales collected per participant throughout the year. Additionally, previous research indicates that the release of guidelines alone does not typically impact care in a significant way. 35, 36 Finally, all practices volunteered to participate in this web-based quality improvement (QI) study, and thus, results may not generalize to all community practices. These practices all received the QI intervention 2 years after data collection, which included training sessions for providers focused on evidence-based ADHD care per AAP guidelines. 6 A previous cluster-randomized trial design demonstrated significant improvements in ADHD assessment and treatment behaviors following this QI intervention. 37 
Conclusion
The present study is novel in that, to date, research in this area has focused on physicians' adherence to AAP ADHD guidelines broadly, 37, 38 treating all children with ADHD as a single group. Findings from the present study suggest that future research and clinical practice guidelines should pay careful attention to comorbidity in the treatment of ADHD. Specifically, half of the children seen for ADHD-related behavioral concerns in this community sample met AAP screening criteria for a comorbid condition. Among those, children with internalizing comorbidities exhibited a less robust response to ADHD medication. These findings highlight the importance of physicians screening for comorbid conditions when evaluating children for the presence of ADHD. Additional research is needed to focus on specific reasons why children with comorbid conditions may respond differently to ADHD medication. The study also highlights the need for children with ADHD and comorbid internalizing conditions to receive evidence-based multi-modal therapy, including medication and therapy. Further work is needed to both improve provider care behaviors and to enhance the availability of effective treatments in community settings.
